M. Antonia Biggs, PhD, Cynthia C. Harper, PhD, and Claire D. Brindis, DrPH OBJECTIVE: To assess the extent to which practices offering family planning services are able to offer intrauterine devices (IUDs) and implants in one visit and to identify the reasons why multiple visits may be required.
METHODS:
In the fall of 2011, 1,000 California family planning providers were asked about their long-acting reversible contraception delivery practices in a probability survey. We used multivariable logistic regression to examine practice characteristics associated with sameday provision of IUDs and implants.
RESULTS: Among the 636 responding practices, 67% offered an IUD and 40% offered a contraceptive implant onsite. Among those with onsite provision, the majority required two or more visits to place an IUD (59%); almost half required two visits to place an implant (47%). Nearly all Planned Parenthood practices could place an IUD (95%) or implant (95%) at the initial visit, whereas the majority of all other practice types could not. The main reasons for delaying IUD and contraceptive implant provision included the need to screen and wait for test results (68% and 24%, respectively) and clinic flow and scheduling issues (50% and 64%, respectively). Multivariable analyses indicated that Planned Parenthood practices were significantly more likely than private practices to have same-day insertion protocols.
CONCLUSION:
Most of the family planning providers surveyed have not adopted same-day long-acting reversible contraception insertion protocols and face barriers to same-day provision. 
LEVEL OF EVIDENCE: III
L ong-acting reversible contraception (LARC), which includes intrauterine devices (IUDs) and the singlerod contraceptive implant, are highly effective and acceptable to women who use them. 1 Although use of these methods in the United States has increased, it still remains substantially lower than less effective methods such as pills or condoms. [2] [3] [4] The American College of Obstetricians and Gynecologists recommends sameday IUD and implant placement protocols to reduce barriers to use and specifies that immediate insertion postpartum, postabortion, and after miscarriage is safe, appropriate, and necessary to reduce delays. 5, 6 Although pregnancy must be ruled out before placement, screening for sexually transmitted infections (STIs) is not required unless the woman presents with risk factors such as age 25 years or younger or multiple male partners. 5, 6 An asymptomatic woman with risk factors should be tested and the IUD can be inserted that same day. 7 If a woman is symptomatic, she should be treated and return later to have the IUD inserted. 7 The evidence indicates that there is no increased risk of pelvic inflammatory disease with same-day IUD placement. 8, 9 Same-day insertion protocols lessen patient burden, costs associated with additional visits, and the risk of experiencing an unintended pregnancy between the initial and subsequent visit.
Despite existing support for same-day placement protocols, there are few studies documenting the extent to which health care providers offer IUDs and implants in one visit or the reasons why multiple visits are needed. The limited available research indicates that few health care providers use singlevisit insertion protocols. In a national survey, 13% of obstetrician-gynecologists reported that they offered IUDs in a single visit. 12 Similarly, data from family planning clinic directors in Colorado and Iowa indicated that a small minority of agencies typically offered IUDs (18%) or implants (36%) in one visit. Multiple visits were mostly required to conduct screening tests and for patient decision-making. 13 In 2006, health care providers enrolled in California's family planning program, Family Planning, Access, Care, and Treatment (PACT), were surveyed; 7% offered an IUD in one visit. 14, 15 Since then, trainings have been conducted to encourage Family PACT health care providers to update IUD practices, 16 and the single-rod contraceptive implant which was introduced to the U.S. market in 2006, was added to the Family PACT formulary in 2007. This study aims to assess whether the proportion of Family PACT practices able to offer single visits for LARC has changed over time and to identify the reasons why practices may need multiple visits. Family PACT practice sites represent a wide range of practices such as private practice physicians, community health centers, and Planned Parenthood centers, enabling the identification of the types of practices that may face the greatest barriers to same-day LARC provision.
MATERIALS AND METHODS
The California Family PACT program offers comprehensive family planning services and includes provision of all contraceptive methods approved by the U.S. Food and Drug Administration, including IUDs and implants, at no cost to the patient. Family PACT health care providers can be reimbursed for all contraceptive methods, pregnancy testing, STI screening, and education and counseling. In Fiscal Year 2009-2010, 2,168 health care providers were enrolled in the Family PACT program. A Family PACT provider typically represents a practice site where Family PACT services are delivered such as a solo or group practice or community health center. In September 2011, 1,000 Family PACT practice sites were mailed a survey to be completed by the site's medical director or other senior clinician or staff responsible for overseeing family planning services at the practice site. Probability proportional to size sampling strategy was utilized to select participating sites. In this strategy, sites serving a greater number of patients have a greater probability of being selected. The survey instrument included questions about the practice setting, placement protocols, and barriers to IUD and implant provision. Survey items were based on prior LARC research. 14, 16 Before the initial mailing, Unauthorized reproduction of this article is prohibited.
a separate letter from the California Office of Family Planning, the program's administrator, was sent to all sampled Family PACT practices requesting their participation as part of program requirements. Respondents were instructed to complete and return the survey by mail using a self-addressed envelope or to complete an identical survey online. A square of chocolate was included inside the survey package to serve as a token upfront incentive for completing the survey. All nonresponding sites were sent up to three follow-up reminder paper mailings; additionally, those with e-mail addresses (659 practices) were sent weekly Unauthorized reproduction of this article is prohibited.
follow-up e-mails to encourage a good response rate. Six weeks after the survey launch, medical directors from nonresponding sites were telephoned to request participation. When multiple surveys (n511) were received from the same practice, one survey from each site was randomly selected to be included in the final sample. Six percent (61 of 1,000) of sites were found to be invalid as a result of clinic closings, incorrect addresses, and disenrollment, leaving a final sample of 939 eligible sites. Study details have been described elsewhere. 17 This study received ethical approval from the University of California, San Francisco, Committee on Human Research.
The outcome variables included whether a practice offered same-day placement of the hormonal or copper T IUD or contraceptive implant and whether tests to screen for STIs were required before IUD and implant provision.
Respondents were asked whether their practice offered the hormonal IUD (Mirena), copper T IUD (ParaGard), or contraceptive implant (Implanon) onsite or by referral or neither onsite or by referral. At the time of the study, the hormonal IUDs, Skyla and Liletta, and the contraceptive implant, Nexplanon, had not yet been introduced to the U.S. market. Those indicating that their practice offered IUDs or implants onsite were asked, "In your practice, can a client interested in getting any of the following methods have the procedure done on the same day she asks for it? (Count all visits for counseling, assessment and the procedure.)." Respondents were directed to respond for each method. We created a variable for number of visits needed as well as a dichotomous variable for sameday provision. Respondents who indicated more than one visit was needed for placement were asked to indicate the reasons for each method by checking options from a list of five options (must wait for test results, need to order the method, clinic flow or scheduling issues, one visit places a time burden on the client, and other, with space to write in a response). Write-in responses were recoded into the original or new categories.
Respondents offering IUDs or contraceptive implants onsite were asked whether their practice required STI tests before placing the method (yes or no).
The survey instrument included questions regarding respondents' professional position, practice type, and practice specialty.
Frequencies are presented for practice characteristics and outcome variables. We used bivariable analyses to model the dichotomous outcomes of STI tests required for IUD or implant provision and same-day IUD or implant provision using logistic regression. We then assessed multivariable associations between practice characteristics and same-day IUD or implant placement. Many sites surveyed were not independent because they were part of a larger agency, for example, a county health department, community clinic, or Planned Parenthood affiliate. Therefore, generalized estimating equation models were used to account for clustering by the 471 agencies in the bivariable and multivariable analyses. All analyses were conducted in STATA 13.1. Significance was reported at P#.05.
RESULTS
The survey had a response rate of 68% (636 of the 939 eligible sites). Respondent and practice characteristics are presented in Table 1 . Over half of respondents held the position of medical director (58%, n5367), 5% (n534) were department chiefs, 9% (n555) were other physicians, and over one-fourth (28%, n5180) were clinic managers or other clinic staff. Nearly half of respondents represented solo and group private practices (46%, n5291), over one-fourth (28%, n5180) community health center practices, 14% (n589) Planned Parenthood practices, and 13% (n580) other practice types such as county or city health departments, hospital-based outpatient clinics, and school-based health centers. Approximately onefourth (26%) of respondents represented obstetrics and gynecology and women's health specialties, 16% represented family planning specialties, and 58% represented primary care or multispecialty practices including general, internal, family, and adolescent medicine and school health (primary care or multispecialty).
Sixty-seven percent of practices provided a form of IUD onsite and 40% the implant. Approximately 41% of practices providing IUDs onsite offered sameday placement for the IUD; over half (53%) of those providing implants onsite offered same-day service. Results for same-day provision of the hormonal and copper IUD were so similar that these were combined in all subsequent analyses.
The recoding of open-ended responses regarding the reasons why multiple visits are required generated four new categories of reasons as listed in Table 2 . Among practices who offered the IUD onsite, the most common reasons for multiple visits were a perceived need for screening tests and to wait for test results (68%) followed by clinic flow, scheduling issues, few clinicians (50%), and the need to order the method (29%) ( Table 2 ). Among practices offering the contraceptive implant onsite, clinic flow or scheduling issues and few clinicians were the primary (64%)
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reasons for needing multiple visits for placement, followed by the need to order the method (29%) and screening tests (24%). Table 3 shows that 36% of practices offering IUDs onsite and 90% offering implants do not require STI testing before placement. According to bivariable analyses, the practices most likely to require STI tests before IUD or implant provision included private practices and primary care or multispecialty practices. Sites requiring two or more visits for IUD and implant placement were significantly more likely to require STI testing before placement.
Multivariable generalized estimating equation results showed that Planned Parenthood practices were significantly more likely than private practices to offer same-day IUD placement (adjusted odds ratio [OR] 23.41, 95% confidence interval [CI] 7.37-74.34) ( Table 4 ). The unusually high ORs for Planned Parenthood sites is the result of the limited variability among this group with nearly all requiring no more than one visit for IUD placement. Nearly all Planned Parenthood practices could place an IUD (95%) or implant (95%) at the initial visit, whereas the majority of all other practice types could not (Table 4) . Requiring STI testing before IUD placement was significantly associated with a reduced odds of single-visit IUD placement (adjusted OR 0.19, CI 0.11-0.35).
Results of the multivariable generalized estimating equation model predicting single-visit implant placement indicated that Planned Parenthood (adjusted OR 25.19, CI 7.82-81.17) and other practice types (adjusted OR 3.41, CI 1.07-10.86) were significantly more likely than private practices to offer same-day placement. No other variables were significantly associated with number of visits to place the implant.
DISCUSSION
The California practices surveyed comprise a diverse sample of sites enrolled in a program, which allows them to offer all contraceptives, including IUDs and implants, at no cost to their Family PACT patients, eliminating a barrier that is often insurmountable in other contexts. 18, 19 As a whole, the program has observed a steady increase in IUD and implant provision. 20 Our findings demonstrate that 41% of the California practices that provide IUDs can offer same-day placement, which is substantially higher than the 7% reported in 2006 among a similar sample 14 and higher than the 13% reported more recently among a national sample of obstetrician-gynecologists, 12 suggesting improvements in health care provider capacity. This change in the ability to offer IUDs in one visit may be a result of new professional guidelines recommending same-day IUD provision 21 in conjunction with health care providers' more favorable views about IUDs. 12, [22] [23] [24] However, significant obstacles to same-day provision still exist. Same-day provision was not an option for the large number of practices that did not offer these methods onsite. Thus, for many women, their visit to a LARC-offering provider may already represent their second visit, after a referral. Among health care Unauthorized reproduction of this article is prohibited.
providers offering LARC methods onsite, the need to order devices was a barrier to same-day placement. The cost of keeping IUDs in stock may become more feasible with the recent introduction of a low-cost device. 25 Training family planning health care providers to offer the full range of contraceptive options and to forecast patient demand to better stock devices and how to obtain devices at reduced cost through a 340B program or group purchasing organization 26 would help further reduce barriers to method provision and ensure choice in method.
Despite professional guidelines stating that STI screening should not delay IUD placement, 21 ,27 most respondents, in particular community health center and private practice respondents, required STI testing results before placing IUDs and cited it as the primary reason for delay. Although delayed IUD insertion is necessary for active infections, the screening test itself should not delay insertion. 7 The large proportion of practices requiring STI tests before IUD placement may be indicative of health care provider concerns about increasing patients' STI risk with IUD placement, a concern that has been found in other studies. 23, 24 There has been very little research examining the extent to which health care providers can offer the contraceptive implant in one visit. Similar to what has been reported in Colorado and Iowa, 13 a little over half of California practices offering the contraceptive implant onsite reported that they have same-day visit implant placement capacity. Clinic flow and scheduling issues were the main reasons respondents gave for requiring multiple visits. The Centers for Disease Control and Prevention Medical Eligibility Criteria for Contraceptive Use places no restriction for implant placement among women at risk or with an STI and states that STI screening tests are not required before implant placement. 28 The capacity to offer same-day IUD or implant placements was strongly associated with practice type. Practices that specialize in family planning and women's health were more likely to offer IUDs and implants onsite and on the same day. 15, 27 These practices may have been better equipped to offer sameday provision because of greater availability of devices and trained clinicians, and they may see more patients who have already decided on the IUD or implant before their visit. They may also have the staffing necessary to allow for greater flexibility in terms of clinic flow. Primary care and multispecialty practices faced the greatest challenges to same-day provision. Practices that focus on a broader range of health conditions may need to integrate family planning counseling and placement within a primary care visit and may lack clinicians trained to place IUDs and implants. 29 Future studies identifying approaches used by practices that have been successful in implementing same-day insertion protocols could be used to develop and implement strategies among those health care providers facing the greatest challenges. Qualitative interviews with clinicians and health educators have suggested that the primary barriers to immediate LARC provision include cost, scheduling issues, and lack of trained health care providers. 30 Although the cost of the device is not a barrier for Family PACT patients, it can be a barrier to provision for health care providers. The high upfront costs to keep devices in stock can make it difficult to have the method on hand when a patient requests it, thereby contributing to the reasons for delayed placement. Whether certain visit protocols are incentivized by Unauthorized reproduction of this article is prohibited.
the added cost or added revenue they may provide the practice should be further explored. Overcoming these barriers will be critical to helping health care providers develop the capacity to same-day LARC provision. This study has limitations. Our measure of health care practices' capacity for same-day placements is likely higher than the actual proportion of women with same-day placements. Better documentation of the actual number of visits for an IUD or implant placement would improve our understanding of the barriers to provision and uptake. Another limitation is that we did not ask respondents an open-ended question as to their reasons for delay, but rather restricted their responses to a researcher-generated list. Thus, there may be additional reasons for delay that were not captured by this study. Furthermore, the questions posed to respondents may have been prone to a desirability bias, potentially skewing same-day reports to be more frequent than actual practice. Finally, our results may not be generalizable to other practices and states without a state Medicaid waiver, where cost is an even more significant barrier to LARC provision.
Although this study indicates that there has been improvement in the number of practices able to offer an IUD or implant the same day requested, still, many women interested in an IUD or implant will likely need to be referred elsewhere, endure unnecessary screening tests, and asked to return at a later time to have a method placed, causing some women to forgo these methods. 31 
